Clinical data: The patient is followed-up since birth with diagnosis of mild stenosis of bivalved aortic valve. Remained until two years with aortic transvalvular pressure gradient between 30 and 40 mmHg and without physical limitation. Fatigue with exertion is observed for two years, coinciding with increased aortic transvalvular pressure gradient to 60 mmHg in addition to the evidence of mild left ventricular hypertrophy on echocardiogram (interventricular septum and posterior wall = 12 mm). In precordium, ictus cordis was not palpable and there were no systolic impulses. Heart sounds were normophonetic and mild systolic murmur was auscultated, +/++ of intensity, rough, on aortic area, furcula, neck vessels and on the left sternal border, with thrill. There was a distinct protosystolic snap across the precordium. Liver was not palpable.
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Clinical data: The patient is followed-up since birth with diagnosis of mild stenosis of bivalved aortic valve. Remained until two years with aortic transvalvular pressure gradient between 30 and 40 mmHg and without physical limitation. Fatigue with exertion is observed for two years, coinciding with increased aortic transvalvular pressure gradient to 60 mmHg in addition to the evidence of mild left ventricular hypertrophy on echocardiogram (interventricular septum and posterior wall = 12 mm).
Physical examination: Eupneic, acyanotic, normal pulse. Weight: 86 Kg, Height: 180 cm, BP: 120/80 mmHg, HR: 82 bpm, saturation O 2 = 96%. Aorta was mildly palpable in suprasternal notch.
In precordium, ictus cordis was not palpable and there were no systolic impulses. Heart sounds were normophonetic and mild systolic murmur was auscultated, +/++ of intensity, rough, on aortic area, furcula, neck vessels and on the left sternal border, with thrill. There was a distinct protosystolic snap across the precordium. Liver was not palpable.
Complementary tests
Electrocardiogram: (Figure 1 Conduct: Indication for aortic valve replacement surgery was established with the onset of fatigue symptoms associated with signs of progressive worsening, such as increased aortic gradient, myocardial hypertrophy and dilation of ascending aorta. Percutaneous interventional treatment was not considered for being a bivalved aortic valve, with dilation of aortic annulus, and presence of the clear risk of causing aortic insufficiency. For the surgery, bivalved aortic valve was resected, thickened and Bentall and De Bono surgery with plastic tube in the ascending aorta, replacement of coronary arteries and implantation of mechanic valve n. 23 were performed, with positive evolution.
Comments: Congenital aortic valve stenosis when mild in children and teenagers, with pressure gradient below 30 mmHg, presents worsening in half the cases in adulthood. In the presence of bivalved aortic valve, there is an increased possibility for dilation of ascending aorta. It is believed that this dilation dependents on abnormal flow jets towards the vessel. However, there are those who defend genetic modification as its cause. Percutaneous interventional treatment is not recommended for these cases due to valvular failure after balloon dilation of the valve. Placement of valved stent also has difficulties, particularly when fixing it, due do aortic annulus dilation. Surgical prescription in this case was evident due to symptoms worsening, increased transvalvular gradient, onset of myocardial hypertrophy, in addition to dilation of ascending aorta. With early surgical prescription, we prevent phenomena acquired involved with valvular stenosis, which certainly place a greater risk of evolution. 
